RESULTS: As demonstrated in Figure 1 for the validation cohort, there was a strong relationship between expected 24-hour urine creatinine based on lean body mass and the measured urinary creatinine (r 2 ¼0.7, p<0.01), which was stronger than the relationship between measured urinary creatinine and weight (r 2 ¼0.5, p<0.01). Using the traditional metric of Cr/Kg, 38% of patients in our cohort were considered to have an inadequate 24-hour urine collection (Figure 1a) , and there more dispersion among inadequate specimens. Using the regression model on the validation set (Figure 1b) , 15% of specimens were considered inadequate, and the majority were due to under collection.
INTRODUCTION AND OBJECTIVES:
Prior studies have demonstrated links between uric acid stone risk and low urine pH, visceral fat area (VFA) and the ratio of visceral to subcutaneous adipose tissue (VFA%). Our objective was to assess the association of CTbased visceral obesity with 24-hour urine metabolic risk factors stone composition in kidney stone formers (KSF) .
METHODS: This is a retrospective analysis of 99 kidney stone formers who had CT imaging and 24-hour urine studies at our institution. For each patient, a single axial area measurement was obtained at L3-4 in females and L2-3 in males for visceral fat area (VFA) and subcutaneous fat area (SFA). Percentage of visceral fat was calculated with the formula VFA%¼[VFA/(VFA+SFA)] X 100. From established data, a VFA > 186 cm 2 was considered elevated in terms of risk of nephrolithiasis. Patient demographics, serum chemistry, 24-hour urine parameters and stone composition were collected for each patient. Univariate analysis was performed to compare patients with normal and elevated VFA. Multivariate linear and logistic regression was performed to assess for variables associated with 24-hour urine parameters and stone composition.
RESULTS: Compared to patients with normal VFA, patients with high VFA were older (65 vs 51 yrs, p<0.0001), more obese (BMI 33.3 vs 28, p¼0 .02) and were male (70.7% vs 30%, p¼0.001). They also had higher prevalence of HTN (81% vs 45%, p<0.0001), DM (31% vs 12.5%, p¼0.003), CAD (32.8% vs 7.5%, p¼0.003). Higher VFA was associated with higher urinary sodium (175 vs 157 mmol/d, p¼0.036), lower urine pH (5.724 vs 6.478, p<0.0001), higher serum uric acid (6.6 vs 5.3, p¼0.002), higher prevalence of uric acid stones (15.5% vs 2.5%, p¼0.031), lower bone mineral density (146 vs 168 HU, p<0.0001) and larger stone volume (256 vs 67 mm 3 , p¼0.009). Multivariate analysis revealed higher BMI (p¼0.009), coronary artery disease (p¼0.027) and lower 24-hour urine pH (p¼0.001) correlated with elevated VFA. 24-hour urinary citrate (p¼0.031) and higher VFA (p¼0.048) correlated with uric acid stone formation. Linear regression demonstrated that a higher VFA% was associated with lower 24-hour urine pH (b-coefficient -0.574, p¼<0.0001) CONCLUSIONS: CT-based diagnosis of elevated visceral fat area is associated with lower 24-hour urinary pH and formation of uric acid calculi. Evaluation for visceral obesity may help identify patients best suited for alkalinization and dissolution therapy. 
Greater body mass index (BMI) and type 2 diabetes mellitus are associated with kidney stone risk. Increased urinary excretion of oxalate (Uox) has been correlated to increasing BMI. Our objectives were to determine if this association is linked to hemoglobin A1C levels (A1C).
METHODS: We retrospectively reviewed 1,428 twenty-four hour urine collections gathered from a single institution from 2004-2015 from two urologists. 665 unique non cystinuric adult stoneformers (SF) with complete data including BMI, age, gender, A1C levels, and Uox were then analyzed using ANOVA, Chi-squared, and linear regression analyses.
RESULTS: Average age of SF was 49.9 years. 46% of SF were female. Average BMI was 29.2 (Underweight 1.4%, Normal weight 26.5%, Overweight 35.8%, Obese 27.7%, Morbidly Obese 8.6%). Greater BMI correlated with increased Uox (mg/d) (p0.0001, r¼0.245) and remained significant for both males (p0.001, r¼0.30) and females (p0. 001, r¼0.195) . The positive correlation between BMI and Uox was also seen in both African American and Caucasian subjects (r¼0.34, p¼0.02 and r¼0.20, p0.005). A significant positive correlation between A1C and Uox was demonstrated (r¼0.24, p 0.009).
CONCLUSIONS: Among SFs, there is a positive correlation between BMI and Uox as well as A1C and Uox. These relationships may explain associations between both obesity and diabetes and the development of kidney stones.
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